Introduction {#sec0001}
============

In Zambia, the newborn mortality rate is 34 per 1,000 live births (UNICEF, 2017) and the infant mortality rate is 44 per 1,000 live births ([@bib0055]). To promote improved newborn health outcomes in rural Zambia, new knowledge is needed to enhance our understanding of newborn care and cultural factors influencing the ways mothers seek newborn care. Several studies from low- and middle-income countries (LMICs) show cultural beliefs strongly influence behavior during pregnancy, childbirth, and care-seeking ([@bib0022]; [@bib0024]; [@bib0029]; [@bib0037]). Grandmothers and other family members play important roles in maternal-newborn health ([@bib0014]; [@bib0030]). Clearly understanding the beliefs and health-seeking practices of rural Zambians from a cultural perspective will support healthcare workers to provide acceptable care and interventions to improve maternal-child health.

The infant mortality in Eastern and Luapula Provinces are much higher than the overall Zambian national infant rate of 44 per 1,000 live births ([@bib0007]). [Table 1](#tbl0001){ref-type="table"} displays the demographic information for Eastern and Luapula Province ([@bib0007]).Table 1Demographics of Eastern and Luapula Province in 2015 ([@bib0007]).Table 1DemographicEastern ProvinceLuapula ProvincePopulation1,813,4451,127,453Crude Birth Rate (CBR)45.3 births per 1,000 population47.2 births per 1,000 populationCrude Death Rate (CDR)15.6 deaths per 1,000 population16.9 deaths per 1,000 populationInfant Mortality Rate94.9 per 1,000 live births95.6 per 1,000 live birthsTotal Fertility Rate6.2 births per woman6.8 births per woman

Research in Zambia has focused on specific aspects of newborn care and health-seeking practices such as cultural care practices ([@bib0029]), umbilical cord care ([@bib0015]; [@bib0017]; [@bib0040]; [@bib0049]), skin and thermal care ([@bib0040]); antenatal care (ANC) seeking ([@bib0011]), and postnatal care (PNC) ([@bib0041]). [@bib0029] explored cultural childbirth practices and beliefs in Zambia; however, there remains scant research documenting recent, broader knowledge and beliefs about newborn care in the country. Recognizing the limited research investigating cultural beliefs and health-seeking practices, the purpose of this focus group study was to determine the factors associated with newborn care in rural Zambia. This is important to influence best health practices in the future to improve newborn outcomes.

Methods {#sec0002}
=======

Design {#sec0003}
------

We used a qualitative exploratory study design employing a semi-structured interview guide with 60 focus groups, with approximately eight participants in each group were conducted, and a semi-structured interview guided the data collection. Focus groups were conducted between June and August 2016 in 20 communities located in Zambia\'s rural Lundazi (Eastern province), Mansa, and Chembe (Luapula province) Districts. Research assistants served as interpreters. Focus groups were all conducted in the local languages of Tumbuka (Lundazi district) or Bemba (Mansa/Chembe districts). Few people in rural Zambia are able to read or write English. Tumbuka and Bemba are oral, not written, languages.

Setting {#sec0004}
-------

The study sites were chosen because they were included as part of an earlier parent study conducted from 2015-2018 to determine the impact of maternity waiting homes (MWHs) on facility delivery among women living at least 10 km from health facilities in rural Zambia ([@bib0043]). The purpose of MWHs is to provide a setting where mothers can be accommodated during the final weeks of their pregnancy near a facility capable of providing essential emergency obstetric and newborn care ([@bib0056]). Parent study researchers conducted a mixed methods quasi-experimental impact evaluation of their MWH model using a controlled before-and-after design ([@bib0043]). There were total of 29 eligible health facilities that were located ≤2 h driving time to a referral facility and performed a minimum of 150 deliveries per year. Of those, 22 (76%) met one of the two sets of eligibility conditions outlined in detail in the protocol paper by [@bib0044]. Researchers worked with the local Ministry of Health to identify 10 intervention sites then selected comparison sites, matched to intervention sites on annual delivery volume and distance to a referral hospital ([@bib0043]). This focus group study compliments research included in the parent study but provides new information not presented elsewhere.

Study population and sample {#sec0005}
---------------------------

### Inclusion criteria {#sec0006}

A purposive sample included three different demographic groups in Lundazi and Mansa/Chembe Districts in Zambia: (1) Zambian mothers with infants younger than 1-year-old; (2) male and female community members older than 18 years, and (3) male and female professional and community health workers. These three groups were selected because they were believed to represent different perspectives and beliefs pertaining to health-seeking practices about maternal-newborn care. Health workers and community members were included in the focus group study recognizing their input undoubtedly influences maternal knowledge of newborn care and support for care-seeking behavior of women with infants younger than 1-year-old. Mothers with infants were invited to participate in the study even if they were younger than 18 years old. In Zambia, pregnant girls are considered "emancipated minors" if aged 15 years and older. There were 12 women between the ages of 15-17 included in the FGD for mothers. All literacy levels were eligible to participate. Only self-identified permanent residents of the study site villages were included. All other community members were excluded.

Recruitment {#sec0007}
-----------

Recruitment for the study was conducted by word of mouth through the nurse in charge at the health facilities and village chiefs. Village chiefs from ten communities in each district were informed in advance of when the nurse researcher would be coming to their area. The primary investigator supervised recruitment and data collection activities. The Zambian research assistant served as an interpreter and was fluent in both English and the local language. Participants who met eligibility requirements self-selected to participate on a first come basis and were turned away only when the maximum number of participants per group was reached. We arranged separate groups for mothers, community members, and health workers. Participants were provided a small snack and drink for their time in the focus group.

Ethics consideration {#sec0008}
--------------------

Informed, verbal, and written consent were obtained from focus group participants before discussions. Institutional Review Board (IRB) approval was obtained before beginning the study from the University of X (HUM00110404), the Zambian IRB equivalent, Excellence in Research Ethics and Science (Ref. No. 2015-Dec-014), and the Zambian National Health Research Authority.

Study instrument {#sec0009}
----------------

The semi-structured focus group interview guide was developed from the maternal-newborn health literature ([@bib0062]). The focus group guide was pre-tested for conceptual and cultural meaning in the local contexts and minor changes were made accordingly. [Table 2](#tbl0002){ref-type="table"} displays selected interview questions and probes.Table 2Sample interview questions and probes.Table 2Interview questionsProbesWho do you go to for answers, guidance, and advice if you have a problem or question about pregnancy, childbirth or newborns?How do they influence the decisions you make about your health and the health of your baby?How do you get the resources you need to change things that involve the health of your baby?Tell me some things you or the midwife does right after a baby is born---in the first day.Do new mothers or midwives do anything special to keep a baby warm right after it is born?In your communities, when does a newborn baby get the first bath? How often do you bathe a newborn?How do you care for the newborn\'s umbilical cord?Do you have the resources to care for the cord in the way you were taught?If you don\'t have the resources, what can you do?Tell me how long a mother usually breastfeeds after her baby is born in your community.How are mothers supported to breastfeed?When are other foods besides breast milk usually introduced?Tell me about taking babies to the clinic for "routine" care.Do mothers have their baby immunized? Why or why not?Does the newborn currently receive health care? If so, where do they receive health care?Tell me about taking babies to the clinic for "sick' care.Tell me what you do if the baby has a cough. What causes the cough?Tell me what you do if the baby has diarrhea. What causes diarrhea?What are some things mothers can do to keep their baby healthy?Do you have the resources to do these things?Is there any problem to do these things?

Data collection {#sec0010}
---------------

The study included rural Zambians *(n* = 646), comprised of groups of community members (*n* = 208), health workers (*n* = 225), and mothers with infants younger than 1-year-old (*n* = 213). The groups of health workers included both professional and community health workers. Professional health workers (i.e. nurses, midwives) receive formal training while lay community health workers are locally trained as part of a national safe motherhood program through the Zambian Ministry of Health to teach pregnant women about the importance of delivering in a facility, having a birth plan and practicing healthy behaviors during pregnancy and early childhood ([@bib0042]). The groups of community members and health workers were heterogeneous with varying ages, compositions of males and females, number of living children, educational level, and length of time in the community. The groups of mothers with infants less than one year of age were more homogeneous.

Each group contained a minimum of 8 and maximum of 12 participants. The interviews lasted approximately 60 minutes. A semi-structured interview guide was used to explore how rural Zambians understand and describe newborn care and health-seeking. Interviews were digitally audiotaped, transcribed verbatim, and 20% were back-translated. No names were used in the focus groups or on the audiotapes. Interpreters and group members were asked to avoid discussing group content outside of the group.

Data analysis {#sec0011}
-------------

An inductive iterative process was employed to analyze the focus group data using the four main stages identified by [@bib0006]: decontextualization, recontextualization, categorization*,* and compilation. Through decontextualization, the transcriptions were read and reread to obtain a sense of the whole. Data were coded and evaluated for significance. Coding was deductive, using a detailed codebook, and inductive, allowing for themes to emerge from the data.

The original text was then reread alongside the final list of meaning units through a process of recontextualization ([@bib0006]). Categorization with latent content analysis was used to identify themes and categories. The primary investigator sorted and classified by similar thematic content and separated into smaller categories based on the aims of the study. Finally, meanings in the text were identified and compiled to present as quotes.

Findings {#sec0012}
========

Demographic characteristics of the focus group study participants are shown in [Table 3](#tbl0003){ref-type="table"}. Overall, most participants were women (71.6%) and married (86.8%). The average age was 37 years, while the average time living in the community was 25 years. Among the 646 total participants, focus groups were made up of a similar number of participants among community members (*n* = 213), health workers (*n* = 208), and mothers with infants younger than 1-year-old (*n* = 225). In terms of educational level, 6.2% had no formal education, 12.5% had a lower primary level (Grades 1-4), and 32.7% had an upper primary level (Grades 5-7) of education.Table 3Focus group participant characteristics.Table 3Demographic CharacteristicTotalMothers w/ Infants \<1yrCommunity MembersHealth Workers(*n* = 646)33.0% (*n* = 213)32.2% (*n* = 208)34.8% (*n* = 225)District% (*n*)% (*n*)% (*n*)% (*n*)Lundazi49.2% (318)49.3% (105)51.4% (107)47.1% (106)Mansa/Chembe50.8% (328)50.7% (108)48.5% (101)65.1% (119)**Age (years)**Range15-8815-6518-7718-88Mean (SD)37 (13.3)26 (8)39.3 (11.9)45 (11.5)Missing0.5% (3)0.5% (1)0.5% (1)0.4% (1)**Sex**Male28.4% (183)None38.0% (79)44.0% (99)Female71.5% (462)100% (213)62.0% (129)55.6% (125)Missing0.2% (1)Nonenone0.4% (1)**Marital status**Married85.9% (555)89.2% (190)88.0% (183)80.9% (182)Single4.6% (30)1.9% (4)4.3% (9)7.6% (17)Widowed2.6% (17)1.4% (3)2.9% (6)3.6% (8)Separated/Divorced5.9% (38)6.6% (14)4.3% (9)6.7% (15)Missing0.9% (6)0.9% (2)0.5% (1)1.3% (3)**Number of living children**02.2% (14)0.5% (1)4.3% (9)1.8% (4)1-562.7% (405)84.0% (179)58.2% (121)46.7% (105)6 and above34.5% (222)15.0% (32)36.5% (76)50.7% (114)Range0-160-90-160-14Mean (SD)4.5 (2.7)3.2 (2.0)4.7 (2.7)5.5 (2.7)Missing0.8% (5)0.5% (1)1.0% (2)0.9% (2)**Education level**None4.8% (31)7.0% (15)4.8% (10)2.7% (6)Lower (1-4) & Upper Primary (5-7)42.4% (274)49.3% (105)43.8% (91)34.7% (78)Junior (8-9) & Senior Secondary (10-12)49.2% (318)39.4% (84)49.5% (103)58.2% (131)Tertiary2.2% (14)0.9% (2)1.4% (3)4.0% (9)Missing1.4% (9)3.3% (7)0.5% (1)0.4% (1)**Time in community (years)**Range1-881-651-681-88Mean (SD)25.2 (16.1)16.8 (11.3)26.9 (15)31.6 (17.5)Missing0.5% (3)0.5% (1)0.9% (2)none

Themes {#sec0013}
------

The following themes were identified from each of the groups independently: from mothers with infants younger than 1-year-old, (1) traditional newborn protective rituals; from community members, (2) a strong sense of family and community to protect the newborn, and from health workers, (3) an avoidance of shame. A fourth theme, essential newborn care, was common among all groups. [Table 4](#tbl0004){ref-type="table"} summarizes themes and categories from the focus groups.Table 4Summary of themes and categories emerging from focus groups.Table 4GroupThemeCategoryMothers with infants under one yearTraditional newborn protective ritualsPrevention of cough and pneumoniaCare of the umbilical cordEarly introduction of porridgeCommunity membersStrong sense of family & community to protect the newbornHusbands and maternal-newborn healthGrandmothers and maternal-newborn healthCommunity members and maternal-newborn healthHealth workersPreservation of dignityCultural concerns related to maintaining privacySocial concerns about partner\'s fear of HIV/STI testing.Mothers with infants under one year, community members, & health workersEssential newborn carePregnancy and postpartum careBreastfeedingNewborn danger signsImmunizations

Mothers with infants younger than 1-year-old {#sec0014}
--------------------------------------------

### Traditional newborn protective rituals {#sec0015}

Participants most often mentioned using traditional newborn protective rituals when caring for newborns. Categories of protective rituals included prevention of cough and pneumonia, care of the umbilical cord, and early introduction of porridge to the newborn.

#### Prevention of cough and pneumonia {#sec0016}

Mothers with infants described the ritual use of fire and sperm to prevent cough and pneumonia. The belief, as explained by interpreters in both districts, is the sperm of the man will make the baby strong and prevent cough. The words used to label traditional practices were different based on whether participants spoke Bemba or Tumbuka, but the essence of the health belief was similar in both districts. As one mother with an infant younger than 1-year-old in Lundazi District explained:

When the baby is a month old we prepare fire in the house where we live. Then we will have sex that night \[and\] after having sex we will spread the sperms to the joints of the baby. After this \[is\] done, we pass the baby back and forth over the fire to make the baby strong and keep from unnecessary coughs.

In both districts, ritual of preparing a special fire and protective use of sperm is usually performed when the baby is about 1 month old. Traditional herbs are placed in the fire with the expectation that the smoke will clear the lungs and avert cough. As a woman with a baby younger than 1-year-old in Mansa District described:

When a child has a cough it means the father to the child was having sex with other mothers and when he returned home he touched the child. They would be advised by elders to have sex then \[the\] husband must release his sperms on his hand to spread \[over\] the sick baby.

Mothers with infants in the focus group study acknowledged they usually do not talk about traditional newborn protective rituals involving the prevention of cough and pneumonia at the rural clinics because they\'ve been told by health workers not to engage in cultural newborn care.

#### Care of the umbilical cord {#sec0017}

Many mothers with infants mentioned the use of herbs and powders on the umbilical cord to make it heal and fall off faster so they can carry the baby on their back. Grandmothers, in particular, promote the practice of applying traditional herbs to the umbilical cord. A mother with a baby younger than 1-year-old from Lundazi explained:

With my other children, I used traditional herbs which my grandmother had brought from the villages. I heard from friends that women often use traditional herbs like from the flower of pumpkin pumpkin plants or even others use rate feces on the cord in hopes it will heal and fall off faster.

#### Early introduction of traditional porridge {#sec0018}

In both districts, early introduction of traditional herbs mixed as a porridge when the child is about 1 month old was reported to "make the baby strong and healthy." According to a mother in Mansa District, "We give herbs mixed with porridge at 1 month to keep them from getting diseases." However, mothers in the study with infants younger than 1-year-old mentioned they do not discuss the use of herbs at the clinic because they would be "scolded by midwives."

Community members {#sec0019}
-----------------

### Strong sense of family and community to protect the newborn {#sec0020}

Among focus groups with community members, the main theme was a *strong sense of family and community to protect the newborn*. Focus groups in both geographical areas with community members expressed a strong desire to protect newborns and play important roles in maternal-newborn health.

#### Husbands and maternal-newborn health {#sec0021}

Participants in Lundazi and Mansa/Chembe Districts focus groups talked about the importance of "following the wishes" of the husband when deciding how to protect the newborn and when to go to the clinic. As described by a female community member in Mansa District:

For us, it is the husband and the mother of our husband who makes sure we follow some of the customs and traditions. Usually if a woman is pregnant then the husband will choose where to deliver. It is for the husband to decide if the woman can go to the clinic with the baby for check-ups.

#### Grandmothers and maternal-newborn health {#sec0022}

Grandmothers were described as a possessing a strong sense of responsibility to protect the newborn and greatly influencing a woman\'s decision to follow cultural or health system newborn care practices in rural Zambia. Several community members in both districts described the role of grandmothers and the use of traditional medicine in maternal-newborn health. A female community member in Lundazi stated:

When we have prolonged labor in the village, our grandmothers prepare medicine to ease the pain and deliver faster. This is known and it\'s not allowed in the hospital because they say it may destroy both the life of the child and mother.

Traditional herbs are often used in cultural maternal-newborn care practices in rural Zambia, but mothers are reluctant to divulge their use because health workers do not allow them to be used in facilities. In the health system, nurses and midwives spread health education messages about the potentially harmful effects of traditional medicine used in maternal-newborn care. Grandmothers assist mothers who are interested in speeding labor to avoid pain. Community members expressed the need to follow the advice of the "elder mothers" because "they know what is best for mothers." Nurses and midwives stressed the need for health education targeted towards grandmothers. One midwife in Mansa commented:

During labor at home, the grandmother and maybe other people like the neighbors, there used to be a lot of people in the room when the mother was delivering. They forced the mother to push or maybe tie a chitenge \[traditional fabric\] material around the waist of the mother then pulled it so that she gives birth quickly. But all that stopped after educating the mothers-in-law now they just come to the clinic. Other people still they believe in tradition herbs which they use when they are at home, therefore my appeal to midwives I work with is that we should continue educating grandmothers on the importance of delivering at the facility.

#### Community members and maternal-newborn health {#sec0023}

Along with family, community members in rural Zambia have a strong sense of responsibility to protect newborns. In focus groups with community members, there was an often-cited belief that no single or unmarried people in the community should touch the newborn baby for at least one month or the baby risks death or infertility. According to a female community member in Mansa District:

Immediately \[after\] a baby is born only selected people are to touch the baby like the grandmothers and other elderly people but not and strictly not the singles or divorces for fear that the child may die in case they are just from having sex which is considered to be dirty to touch the baby.

After one month, mothers rely on single female family members to provide support in caring for the infant. Community members in the study spoke about how neighbors and friends of mothers have a "duty to protect" everyone in the village "no matter what their age."

#### Social concerns about HIV/STI testing {#sec0024}

During the first ANC visit, per Zambian Ministry of Health officials, guidelines stress the importance of partner testing for HIV and various STIs. A female health worker in Mansa explained, "Men don\'t like to be tested with women for HIV/STIs." A male health worker in Mansa said, "Three-quarters of our men do not come for tests like HIV, syphilis and other diseases \[because\] they say it is for women only. Hence, they end up delivering from home." In Lundazi, a health worker stated:

The first antenatal visit is a challenge to most of the pregnant mothers because husbands refuse to go with their wives for fear of being tested for HIV/AIDS and syphilis. Husbands say once they know their status is positive he will kill himself to avoid being known by family members, friends, and community that he is sick.

Health workers in the study said that the most common reason men do not participate in antenatal pregnancy care is their desire to avoid STI testing.

Health workers {#sec0025}
--------------

### Preservation of dignity {#sec0026}

The theme from focus groups with health workers was the cultural and social *preservation of dignity*. In both districts, when health workers were asked to discuss reasons for mothers not seeking ANC, participants mentioned: lack of privacy at the clinic and partner\'s fear of HIV/STI (sexually transmitted infections) testing.

#### Cultural concerns related to maintaining privacy {#sec0027}

Health workers frequently said a desire by mothers not to be seen naked by male nurses in the maternity ward led to hesitancy to deliver at the facility. According to a female health worker in Lundazi, "Mothers don\'t attend ANC because they feel shy and fear exposure to opposite sex health personnel at the clinic." Along this line was the frequent discussion of a lack of privacy in the tight quarters of a delivery room. A female health worker in Mansa explained:

There\'s no privacy at the facility because they are using a \[converted\] office as an examination place. \[This\] makes the woman uncomfortable to deliver at the facility because there is no maternity ward. If the midwife wants to talk in a labor ward everyone outside hears.

There is a widely held belief in rural Zambia that no man outside of the home should see a woman without clothes on. Furthermore, pregnant women believe it is embarrassing if others hear them groan or cry during labor. None of the participants mentioned sexual harassment by male nurses.

Common to all focus groups {#sec0028}
--------------------------

### Essential newborn care {#sec0029}

The common theme across all types of focus groups was an understanding of *essential newborn care*. Responses were placed in the theme of *essential newborn care* if focus group participants mentioned newborn care and care-seeking according to pregnancy, childbirth, postpartum, and newborn care (PCPNC) guidelines by the [@bib0062]. The PCPNC includes recommendations from approved WHO guidelines relevant to maternal and perinatal health including: preeclampsia and eclampsia, postpartum hemorrhage, postnatal care for the mother and baby, newborn resuscitation, prevention of mother-to-child transmission of HIV, HIV and infant feeding, malaria in pregnancy, interventions to improve preterm birth outcomes, tobacco use and secondhand exposure in pregnancy, postpartum depression, postpartum family planning, and post-abortion care ([@bib0062]). The categories supporting this theme include *pregnancy and postpartum care, breastfeeding, newborn danger signs, and immunizations.*

#### Pregnancy and postpartum care {#sec0030}

Many participants in all groups were able to state the importance of *pregnancy and postpartum care* including attending ANC, facility delivery, and PNC, and correctly identified maternal-newborn danger signs as outlined in the PCPNC. As one mother with a baby younger than 1-year-old in Mansa mentioned:

Family and friends advise us to go early for antenatal visits because ladies don\'t hide any secrets. They also tell us to go for medications in case the baby is not in a good position to help your friend from dying. Sometimes if a person is pregnant she is in danger and should go to the clinic.

In Lundazi, a female community member commented that after birth in the clinic, "They discharge mothers and tell her to come at 6 days for postnatal checkups for both the baby and the mother and also third postnatal at 6 weeks to check for the baby."

### Breastfeeding {#sec0031}

The majority of participants in all groups in both districts were able to identify the importance of *breastfeeding*. A mother with a baby younger than 1-year-old commented, "At the clinic they emphasize the mother to start breastfeeding the baby immediately after the baby is born and they discharge the mother only after first seeing the baby has started breastfeeding." A male health worker in Mansa mentioned, "The mother should breastfeed the child the first milk because it is the most nutritious milk ever. The mother should be clean always and the baby too."

#### Newborn danger signs {#sec0032}

Most focus group participants in both districts correctly cited *newborn danger signs* as reasons for taking newborns to the clinic, such as convulsions, difficulty breathing, and fever. A female community member in Lundazi District noted, "These days we take the baby to the clinic either coughs, fever or fitting \[seizures\]." A male community member in Mansa said the community health workers, "Emphasize to us to bring the baby to clinic to see if the baby is gaining or losing because some gain more weight abnormally because some do reach that line when they have feeding difficulties."

#### Immunizations {#sec0033}

In all groups, most participants expressed understanding of the importance of returning to the clinic for *immunizations* as the newborn grows. As stated by a female community member in Mansa, "We need to observe hygiene and the food which the baby may eat should be soft and also the vaccines like polio, BCGs and all the 4 injections rotavirus and PCV \[pneumococcal conjugate vaccine\] are necessary."

Similarities and differences among focus groups {#sec0034}
-----------------------------------------------

Mothers with infants younger than 1-year-old, community members, and health workers in both districts mentioned the same theme pertaining to *essential newborn care.* Themes identified among communities with and without a MWH were similar. In all communities, mothers mentioned feeling pulled to maintain traditional pregnancy care while recognizing the benefits of receiving care at a health facility. Mothers attempt to straddle this divide by hiding the use of traditional herbs while accessing care at a facility. A mother in Lundazi district commented:

Because of our ancestral customs and norms we have fear of disobeying our grandmothers and husbands to go to the facility for delivery even if others advise us to start using the facility. We fear to die due to \[long\] distances from help and want to go to the facility but our traditional rules from elders in the communities, like grandmothers, threaten pregnant mothers saying if you deliver at the hospital you will not manage \[and\] the doctor will not help you. They say home delivery is better because you will be given lupusu (traditional herbs) to help you deliver faster. Hence, to appease the elders, we take these herbs with us to the facility but we have to hide them from the nurses because they will throw them away and scold us for using them.

[Fig. 1](#fig0001){ref-type="fig"} illustrates the maternal dualism experienced by mothers. The similarity in themes brought up independently by focus groups across geographic areas was surprising. We expected there would be distinct differences in responses between districts where focus groups were conducted. We anticipated finding more differences given the likely range between cultures, education, stages of development, population diversity, and access to health care between districts. Findings point to wide-ranging pervasive cultural and health system influences on newborn care in rural Zambia.Fig. 1Maternal Dualism between traditional newborn care and health system in rural Zambia.Fig 1Fig. 2Maternal Dualism between traditional newborn care and health system in rural Zambia.Fig 2

Community members were least likely to mention the essential newborn care theme compared to mothers with infants and health workers in both districts. On the whole, health workers were more expressive, giving a greater number of total responses with longer replies to questions than mothers with infants and community members. Regarding the understanding of essential newborn care, it is predictable health workers mentioned the theme a greater number of times than other groups. This could be explained by higher levels of education and literacy leading to a greater knowledge of maternal-newborn health care among health workers.

Discussion {#sec0035}
==========

Our qualitative exploratory study explored newborn care beliefs and health-seeking practices while examining the cultural and health system factors associated with the ways women seek care from the point of view of rural Zambian mothers with infants younger than 1-year-old, community members, and health workers. This study adds to the literature about cultural beliefs and practices of rural Zambians related to newborn care and health-seeking practices influencing maternal-newborn health.

Substantiation of themes {#sec0036}
------------------------

Findings from focus groups relating to *traditional newborn protective rituals* (macrosystem) are consistent with various other studies in Zambia. Participants relayed culturally specific prevention of cough, care of the umbilical cord, early introduction of traditional porridge, familial roles, and community support. The use of traditional herbs and powders when caring for the umbilical cord corroborates findings from other studies in Zambia ([@bib0015]; [@bib0017]; [@bib0029]; [@bib0040]; [@bib0049]).

Participants were knowledgeable about *essential newborn care*. Overall, knowledge among participants revealed an understanding about the importance of exclusive breastfeeding while results related to the early initiation of complementary foods as protective factors is similar to findings reported by [@bib0012] and [@bib0021]. The importance of familial roles and involvement of family members in mother-newborn care seeking in Zambia has been documented previously ([@bib0011]; [@bib0045], [@bib0046]) as has the use of traditional medicine during labor (Dika, Dismas, Iddi, & Rumanyika, 2017; [@bib0032]). While it is commendable that community members mentioned an understanding of newborn care in focus groups, their discussion of this theme being less frequent than other groups focuses our attention on the importance of targeting community members for maternal-newborn health education.

Preservation of dignity, reasons for not seeking antenatal care, and motives for home delivery were also identified by other studies in Zambia ([@bib0027]; [@bib0035]; [@bib0041]; [@bib0047]). The desire to preserve dignity and avoid being shamed by lack of privacy at the clinic and fear of receiving partner testing for STIs are important findings for health care providers to keep in mind when caring for pregnant women. To preserve dignity, changes are needed in rural Zambia to ensure the environment and facilities are mother and baby friendly ([@bib0018]).

Maternal dualism {#sec0037}
----------------

Linked together, the themes emerging from focus groups point toward a maternal dualism for mothers in rural Zambia. Mothers with infants likely experience a dualistic sense of responsibility to satisfy both cultural and health system expectations when caring for their newborns ([Fig. 1](#fig0001){ref-type="fig"}). Mothers are pulled to engage in traditional protective newborn care rituals while at the same time being pushed to attend ANC and deliver at the health facility. Contributing to this dualism felt by mothers many mothers face fines by chiefs and community leaders for failing to attend ANC or deliver at the health facility. In Zambia, Greeson and colleagues (2016) researched the frequency and perception of penalties for home delivery and found while communities largely supported the use of penalties to promote facility delivery, the penalties introduced a new tax on poor rural mothers and may have deterred their utilization of postnatal and child health care services. Researchers viewed the imposition of penalties as a punitive adaptation can impose new financial burdens on vulnerable mothers and contribute to widening health, economic, and gender inequities in communities ([@bib0013]). These penalties add an additional layer of complexity and probable pressure on mothers to meet health system responsibilities.

The emergence of the *strong sense of family and community to protect the newborn* theme in focus groups with community members adds strength to the argument that mothers are pulled to meet cultural responsibilities placed on them by those outside the maternal-newborn dyad. Mothers likely feel pressured by husbands, grandmothers, and community members to maintain rural Zambian cultural beliefs about newborn care. In the health workers' focus groups, the uncovering of the preservation of dignity theme sheds light on the dichotomy mothers feel when considering access to the rural Zambian health system. According to health workers, mothers face barriers to meeting health system responsibilities because of a lack of privacy in facilities and a reluctance by their husbands to undergo partner testing for STIs. Again, even in the minds of health workers, mothers are being pulled in two different directions. They might recognize the need to meet health system responsibilities, but they feel compelled to satisfy responsibility to culture and family.

The maternal dualism felt by mothers to fulfill both cultural and health system responsibilities when caring for their newborns undoubtedly causes undue stress and anxiety for new mothers. Future studies should explore this maternal dualism to better understand how nurses and midwives can meet the psychosocial needs of this population. In rural Zambia, individual interviews with mothers rather than focus groups could be considered for a follow-up study allowing for confidentiality to be fostered as participants might be reluctant to express maternal dualism in the open forum of a focus group.

Implications for practice {#sec0038}
-------------------------

Numerous implications for nursing practice emerged from this investigation. Traditional cultural practices reflect values and beliefs held by members of a community for periods often spanning generations ([@bib0034]). Nurses and midwives can promote the maintenance of cultural beliefs that benefit or at the very least do no harm to the mother-newborn dyad while encouraging the reframing of potentially detrimental practices.

There were findings about the culture-specific prevention of cough, care of the umbilical cord, and early introduction of traditional porridge that carry implications for nursing practice. For example, the traditional protective rituals to prevent cough and pneumonia involving fire and sperm have long-standing cultural roots and could be maintained -- provided the newborn is not exposed to smoke for extended periods of time and the risk of burns is mitigated. On the other hand, the application of potentially harmful herbs and powders on the umbilical cord should be discouraged.

To address the reluctance of rural Zambians to place newborns on their back to sleep until the cord falls off, nurses and midwifes can deliver culturally appropriate messages about safe sleep. Health professionals should educate mothers that when the newborn is not placed in a supine position to sleep it may contribute to aspiration or choking ([@bib0033]) or place the child at risk for Sudden Infant Death Syndrome ([@bib0001]). Meanwhile, the introduction of traditional herbs mixed as a porridge at 1 month of age should be discouraged. The [@bib0061] recommends infants start receiving complementary foods at 6 months of age in addition to breast milk.

Regarding familial roles, nurses and midwives have a duty to foster those promoting the health of the mother-newborn dyad. Beliefs inspiring monogamy by partners during pregnancy should not be discouraged--especially in light of the dangers of mother-to-child transmission of HIV/AIDS. The belief that no single or unmarried person in the community should touch the newborn baby is a protective ritual practiced by community members reducing exposure to infection and controlling the spread of disease. The often-mentioned recommendation by grandmothers to use traditional medicines to speed labor should be approached with sensitivity by health care professionals. Many countries have their own traditional or indigenous forms of healing firmly rooted in their culture and history ([@bib0057]). Nurses, midwives, and community health workers can incorporate the potential for harmful effects to the mother and newborn into health education messages.

Limitations {#sec0039}
-----------

Several study design limitations are worth mentioning. We used a purposive sample in two rural districts in Zambia and results cannot be generalized nor do they reflect changes over time. Findings expose the experience of focus group participants recruited at rural primary care health centers. The viewpoints of those not accessing the Ministry of Health facilities were not obtained, therefore, findings might not be applicable to those not seeking care in the clinics. In addition, given language differences, it is possible that there were subtleties lost in translation between focus groups and the translation into transcripts. However, this was mitigated through back-translation of 20% of English-language transcripts to ensure that the meaning was properly interpreted

Conclusion {#sec0040}
==========

These findings shed light on the beliefs and practices of rural Zambian mothers, community members, and health workers related to newborn care and health-seeking practices. Traditional newborn protective rituals and professional newborn care practices were identified. Findings also revealed a strong sense of family and community to protect the newborn using traditional belief systems. Positively, rural Zambians have a general understanding of essential newborn care according to WHO guidelines. The study uncovered a maternal dualism between cultural and health system responsibilities faced by mothers caring for newborns as they strive to balance responsibilities associated with traditional protective newborn care rituals and essential newborn care practices. This focus group study lays the groundwork for developing future research to explore the push-pull felt by mothers navigating cultural practices and health system regulations to inform future interventions aimed at improving newborn care in rural Zambia where far too many newborns still face serious morbidity or death.

Moreover, a targeted exploration of the family\'s sense to protect the newborn is warranted to understand whether it is necessary to recommend policies to increase involvement by Zambian husbands and grandmothers in routine professional maternal-newborn health care. Additional research should investigate the roles of husbands, grandmothers, and community members and explore their understanding of the benefits of their involvement in pregnancy and postpartum maternal-newborn care given that newborn morbidity and mortality remain a serious global health challenge with almost 1 million newborns dying in the first day of life ([@bib0054]) in LMICs,

In conclusion, this study described knowledge and beliefs about newborn care while examining the social and cultural factors associated with the ways women seek care from the perspective of rural Zambian mothers, community members, and health workers. Similarities and differences in knowledge and beliefs of newborn care were explored to identify traditional and professional newborn care practices in rural Zambia. Findings can be used to inform future interventions aimed at improving maternal-newborn care.
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